colloid due to antibodies to the second antigen. Fluorescent tests further showed the presence of antinuclear factors (ANF) in low titre. Follow-up: Over the next four months, the goitre became somewhat smaller and softer and was no longer painful. However, in January 1963 the patient began to feel excessively tired and cold, and her skin and hair were somewhat dry. A repeat of the antibody tests showed no rise in titre and serum cholesterol was 290 mg/100 ml. The patient looked euthyroid but repeat 1311 uptake combined with T.S.H. stimulation tests will be necessary to assess the thyroid reserve.
Comment
The subacute onset, the painful goitre and the low auto-antibody titres might have suggested de Quervain's disease in this patient. However, the absence of fever or malaise, the abnormally raised iodine uptake three weeks after onset of the goitre and the raised y-globulins and seroflocculation values were against this diagnosis. The histology of the gland was that of a lymphocytic thyroiditis of fairly violent and recent onset as shown by the cedema and intense disruption of acini with lymphocytes in close apposition to the thyroid epithelium (see Irvine & Muir 1963) . The appearance is not typical of classical Hashimoto's disease in that the colloid stores are not depleted, the Askanazy cell change is minimal and the lymphoid infiltration is less dense with few germinal centres.
Low antibody titres are found in about 5 % of classical Hashimoto patients and in a somewhat higher proportion of atypical cases such as this young woman. The presence of raised y-globulins suggests that antibodies not detected by available methods may exist in these individuals. In a few similar cases followed up for some years, the thyroid antibody titres gradually increased as the thyroiditis progressed. It is thought that the raised iodine uptake in lymphadenoid goitres with subacute onset may be due to a particularly active regeneration of thyroid cells in response to the tissue destruction caused by the autoimmune process (El Kabir et al. 1963) . The presence of ANF is usually indicative of the 'connective tissue' diseases but is also found in a small proportion of thyroiditis patients, particularly in adolescent girls with lymphocytic thyroiditis (Nilsson & Doniach, in preparation In 1955, he attended hospital for pain in the left lower abdomen, and an abdominal aneurysm was noted. The Wassermann reaction was negative. The symptoms disappeared until six weeks before the present admission, when he experienced intermittent lower abdominal pain radiating down the front of both thighs. Three days before admission, constant upper abdominal pain developed with persistent vomiting, anorexia and constipation. Past history: 1917, multiple shrapnel wounds. 1924, appendicectomy. On examination: Pale, dehydrated and mildly jaundiced. Jugular venous pressure raised 1 in.
(2-5 cm) above sternal angle. Blood pressure 100/65. Heart sounds normal. Abdomen: Visible aneurysm, 5 x 3 in. (12-5 x 7 5 cm), with palpable thrill and loud continuous machinery murmur. Both femoral pulses present. Tender liver three fingerbreadths below costal margin.
Clinical Section
Fig 1 Plain film of the abdomen to show the calcified wall ofthe aneurysm X-ray of abdomen showed calcified aortic aneurysm (Fig 1) . Pre-operative diagnosis: Aneurysm of abdominal aorta with aorto-caval fistula. Operation: Laparotomy was carried out four hours after admission. The aneurysm involved the abdominal aorta from just below the renal arteries to the bifurcation. A strong thrill could be felt through the wall of the vena cava. The aorta and both external and internal iliac arteries were clamped; the inferior vena cava and iliac veins were also controlled. The aneurysm was opened and the fistula, which was approximately 5 mm in diameter, was closed with a continuous silk suture. The aneurysm was then replaced by a Teflon bifurcated prosthesis. Post-operative recovery uneventful.
Discussion
It is very rare for a fistula to develop between the abdominal aorta and inferior vena cava. The fistula may result from a penetrating wound or may follow certain surgical procedures, of which operation for herniation of an intervertebral disc is the most important. The rarest type of fistula is that which develops spontaneously, and this is associated with aortic aneurysm, usually an arteriosclerotic aneurysm. De Bakey et al. (1958) reviewed 460 cases of abdominal aortic aneurysm, including 44 instances of rupture treated by re- section, but reported only one case of spontaneous aorto-caval fistula. The position of such a fistula appears to be remarkably constant at, or just above, the level of bifurcation of the aorta (Fig 2) , whereas the most frequent site of rupture of an abdominal aneurysm is the left posterolateral aspect.
The clinical picture is one of high output cardiac failure with massive cedema, ascites, a tender enlarged liver and dilated superficial veins. The most striking physical sign on abdominal examination is a thrill and continuous, loud bruit with systolic accentuation. The pulse pressure is increased, varying with the size of the fistula. In a case reported by Eiseman & Hughes (1956) the opening was 1-5 cm in diameter, the blood pressure 120/40, and pulsatile veins were seen on the abdominal wall.
Closure of the fistula should be undertaken as an emergency procedure because of the circulatory disturbances caused by the fistula, including the danger of anuria due to renal congestion (Thistlethwaite et al. 1960) , and because extensive venous collateral vessels develop as the fistula enlarges and make operation more difficult. Eight surgically treated spontaneous fistule have been recorded previously and the treatment was initially successful in all but one (Lehman 1938 ). Two of the remaining patients died three and four months after the operation from causes not directly related to the fistula (Thistlethwaite et al. 1960 , Gerstle de Pasquet et al. 1961 .
Comment on Present Case
The presenting symptom of vomiting was presumably due to sudden severe congestion of the liver and gastric mucosa when the fistula developed. The absence of cedema and ascites is probably explained by the relatively small calibre of the fistula and the short time since the rupture, which must have occurred only three days before admission.
Pre-symptomatic Ulcerative Colitis T P Ormerod MRCP DCH (for R D Tonkin MD FRCP) Mrs F H, aged 71 June 1960: Seen because of the passage of blood from the rectum, unmixed with stool, almost daily during the previous two years. The bowel habit was regular and the stools appeared normal. There had been no weight loss.
On examination: General health good; abdomen normal. Rectal examination and sigmoidoscopy to 20 cm were also normal. No biopsy. Barium enema showed localized diverticulitis in the sigmoid colon (Fig 1) .
October 1960: Nine inches (23 cm) of sigmoid colon resected; naked-eye inspection of the specimen suggested uncomplicated diverticulitis. Histological examination, however, revealed typical changes of ulcerative colitis with superficial ulceration, crypt abscesses and pseudopolyps. Except for occasional bleeding during the next two weeks she remained well until February 1962.
February 1962: Diarrhoea with the passage of blood and mucus developed and she rapidly lost two stone (13 kg) in weight.
On examination (April 1962): She was ill and dehydrated. Rectal examination released about half a litre of blood and pus. Sigmoidoscopy revealed severe ulceration and pseudopolyposis. Barium enema showed that these changes involved at least the distal two-thirds of the colon (Fig 2) . Medical treatment, including the use of steroids, was so satisfactory that colectomy was deferred. 
